###### Strengths and limitations of this study

-   Use an innovative approach---video reflexive ethnography (VRE)---to explore the enrichment of learning through practice in a traditionally challenging area of investigation.

-   Engage clinical team members and patients in individual and collective learning experiences.

-   Be informed by relational interdependent learning theory to assist with identifying the interdependence between learner engagement and workplace affordances.

-   Generate pragmatic, immediate and potentially transformative solutions for enriching learning in work-intense clinical settings.

-   Be limited to a single hospital setting and three clinical areas (ie, emergency medicine, medicine and surgery).

Introduction {#s1}
============

Learning through everyday clinical work is established as an important contribution to medical education.[@R1] This is hardly surprising because '...workplace learning is as old as medicine itself...' (p15)[@R3] and is recognised as making essential contributions to medical practitioners' initial and ongoing clinical development and identity formation. The demands of clinical practice are, however, becoming more intense[@R4] leading to concerns about the viability of clinical teaching activities in and during clinical work (eg, bedside teaching) and the associated impact on clinical capabilities as a result of learning experiences being divorced from practice settings.[@R5]

The efficacy of learning through practice is founded on it occurring through engagement in authentic activities that can be sequenced and be supported through close guidance.[@R8] Evidence supports viewing learning through practice as an interdependent process, occurring through interactions between: (1) individual's engagement and (2) affordances of the clinical setting.[@R8] Thus, illuminating and examining the relations between these two factors offers insights about supporting and enriching learning in busy clinical settings.

Currently, explorations of these interdependent processes (ie, the relations between individual cognition and influence of social settings) are largely absent in the literature. However, a well-recognised methodological challenge is for learners to articulate how and what they are learning in practice.[@R9] This is because learning in practice is often 'largely invisible' as these experiences can be taken for granted or not acknowledged as learning.[@R9] Also, the learning outcomes may not be immediately captured or result in observable behaviour change. Outcomes may be tacit or just seen as 'part of a person's general capability, rather than something that has been learned' (p249).[@R10] The following section proposes a means for addressing this methodological challenge.

Learning in healthcare contexts {#s1-1}
-------------------------------

Healthcare settings provide or afford trainees rich opportunities for learning. Learning is supported by: (1) engaging in clinical activities and interacting with others, (2) observing others and (3) guidance from more experienced practitioners.[@R8] Yet, healthcare settings vary considerably although by location (urban/rural) or specialty and offer diverse learning opportunities requiring different strategies to support learning. When considering how to effectively support learning through practice, these differences need to be accommodated. This adds further challenges as clinical contexts are described as 'dark matter', that is, 'something that we cannot touch, measure or see' (p808).[@R13] At the same time, broader societal factors such as shorter patient stays, constrained financial resources, increasing medical student and trainee numbers, technology innovations combined with the growing burden of disease compound this challenge. Moreover, clinicians are increasingly required to perform tasks other than patient care, including supervision and management roles while trying to educate in clinical settings.[@R14]

A further challenge, is providing meaningful patient engagement in these learning episodes in ways that can improve patient relationships with clinicians and the quality of trainee development.[@R15] While, it is common for all three members of the triad---trainee, patient and supervisor---to be present during learning interactions, the involvement of patients can often be passive, that is, 'objectified as learning resources' (p918).[@R16] A response to these challenges has been to use teaching activities outside of clinical practice such as 'protected teaching time' and continuous professional development (CPD).[@R7] While helpful, this response fails to address the balancing of service commitments with the supervision of junior doctors and medical students remains,[@R7] and through clinical experiences.

In justifying the methodological approach, it is helpful to consider workplace learning as two co-occurring activity systems: delivering patient care and enhancing trainee learning. This co-occurrence can cause tensions and contradictions, on the one hand, but also realise effective and synergistic outcomes for both care and learning, on the other.[@R18] How that co-occurrence can be rendered effective is dependent on the people present, the social, cultural and material resources afforded by the situation.[@R8] Much of this co-occurrence can be captured and appraised through video reflexive ethnography (VRE)[@R19] that enables observation of these workarounds, and how work and learning co-occur across multiple people, places, objects and times through various complex assemblages. Thus, we focus on how workplace learning is optimised (or hindered) and for mobilising resources for optimising learning. Furthermore, through clinicians and trainees reviewing video excerpts, their practical expertise and wisdom can be harnessed to collaboratively identify learning and enrich working and learning.

The use of VRE in healthcare settings to redesign practice has increased since its inception in 2002, now exploring team communication, clinical handover, and ward-round redesign and infection control.[@R21] Recently, it has been successfully used to understand and change health professions education, in areas as diverse as leadership practice,[@R22] feedback[@R23] and error recognition.[@R24]

Objectives and research questions {#s1-2}
---------------------------------

Our study aims to critically examine how medical learning through practice in hospital settings is occurring and can be enriched. We seek to examine how dyadic (ie, learners and clinical supervisors) and triadic (ie, patients, learners and clinicians) interactions are contributing to that learning. The specific research questions to be addressed are:

1.  How do clinician educators balance patient service and medical education within the demands of clinical practice settings?

2.  How do learning affordances of clinical settings shape medical trainee engagement?

3.  How can learning through practice be enriched in busy clinical settings?

4.  How can VRE be used to enrich clinical learning and patient care in sustainable and efficient ways?

Methods and analysis {#s2}
====================

Study setting {#s2-1}
-------------

This research will be enacted in a healthcare service in South East Queensland, Australia. It will focus on three clinical areas: (1) emergency department, (2) medicine and (3) surgery. These areas have been selected as all medical students and junior doctors are required to complete placements or terms, respectively, in them. The healthcare service comprises of two hospitals and over 15 community centres and services. The smaller hospital is \<15 years old and the large tertiary hospital was built in 2013 beside a publicly funded university.

Design {#s2-2}
------

Interviews and VRE methods will be used to investigate the everyday practices of guiding learning in the three settings focusing on triadic interactions among trainees, supervisors and patients.[@R20] With VRE, researchers collaborate with participants, in our case medical staff, to make everyday practices visible, facilitate recall of sense-making and assist with generating strategies for improving learning in clinical settings.[@R20] Through VRE and associated interviews, everyday practice will be illuminated by combining outsider's perspective with insider's knowledge. As an interventionist research method, we aim to foster learning and change related to enriching learning through practice by creating opportunities, using visual data, for medical staff to question and, potentially, disrupt their taken-for-granted learning practices.

A key principle guiding this VRE study is 'exnovation', that is, the researchers in collaboration with the clinicians attempting to reveal and enhance existing practices, thereby making visible the taken-for-granted aspects of practice.[@R26] This is achieved by: (1) sensitising clinicians to their work learning practices through observing videos of them practicing; (2) the researchers gathering ideas and insights from clinicians through reflexive sessions; and (3) together, generating or coconstructing ideas for enriching practice based on their new learnings and insights.[@R19]

### This investigation will be conducted through two overlapping phases {#s2-2-1}

#### Phase I: practitioner interviews {#s2-2-1-1}

Practitioner interviews comprises semistructured interviews with senior clinicians from three specialty groups, that is, emergency medicine, medicine and surgery. The purpose is to provide accounts and understandings of how learning through practice is enacted from the clinicians' perspectives and to provide insider knowledge for honing observations in phase II. The interviews will also be used to establish rapport and provide opportunities for recruitment of phase II participants.

#### Phase II: video reflexive ethnography {#s2-2-1-2}

The VRE phase will be conducted with the three specialty groups and in two stages. First, in each clinical specialty, using ethnographic methods, we will observe everyday clinical practice and/or participants' accounts of healthcare, and in our case, processes that support medical trainee learning through practice episodes within the dyad and triad. These episodes will be videoed. Second, the videos will be edited to provide excerpts that capture triadic and dyadic interactions among and between informants. The participants will then review edited video footage in small groups to offer perspectives on the working--learning events and discuss and share their perspectives on what is occurring in these events and for what purposes. This approach will assist with identifying taken-for-granted practices. The focus of these reflections is prospective (eg, 'what does this feedback make possible') rather than retrospective (eg, 'what is going on').[@R20] That is, to identify how these interactions might serve to promote more effective working--learning in clinical settings. These data will be used to generate suggestions for improving practice that will be subsequently appraised by the informants in a coconstructive process. This appraisal will, first, consider the practicalities associated with these suggestions and render them as working principles. Second, the appraisal will support the prospects of these principles to be translatable to practice.

Theoretical framework {#s2-3}
---------------------

This research method is informed by relational interdependent learning theory.[@R27] From this perspective, learning is considered as a process reliant on mutual contributions between learners' individual agency (eg, intentionality, subjectivity and identity) and the social experience (eg, workplace norms, practices and values).[@R27] The key premise is that neither the contributions and suggestions of social experience (eg, clinical setting), nor individuals' knowledge, knowing and agency (ie, what they know, can do and value) alone is sufficient to promote effective occupational learning.[@R27] Instead, it is the interdependence between these contributions that is salient.

Patient and public involvement {#s2-4}
------------------------------

While the study will focus on triad interactions, this protocol paper was developed through engaging medical practitioners and students, but not patient involvement. Patients were not invited to comment on the study design or to contribute to the writing or editing of this document for readability or accuracy.

Participants {#s2-5}
------------

### Phase I: practitioner interviews {#s2-5-1}

Practitioner interviews participants will be senior doctors working in emergency medicine, medicine and surgical settings. Senior doctors here are defined as consultants/fellow or registrars. Approximately 15--20 senior doctors working in emergency medicine, medicine or surgical setting at the healthcare service will be interviewed. To understand[@R28] how clinicians enrich learning through practice while balancing clinical commitments, a two-staged approach to sampling will be used. First, maximum variation sampling will be used to elicit experiences of enriching learning through practice from a diverse group of senior doctors.[@R29] [Table 1](#T1){ref-type="table"} provides an overview of proposed sampling framework.

###### 

Propose sampling framework for senior clinician phase I interviews

  Criteria               Proposed no of participants
  ---------------------- -----------------------------
  Clinical specialty     
   Emergency medicine    7
   Medicine              7
   Surgery               7
  Senior doctors         
   Registrar             10
   Consultant/fellows    10
  Formal educator role   2--3
  Gender                 
   Female                10
   Male                  10
  Years of experience    
   5--10                 10
   More than 10          10

Second, to supplement the sample identified through the first stage, snowball sampling[@R29] will be used. That is, interview participants being asked to identify other clinicians who effectively enrich learning through practice. It is anticipated that each interview will take between 30 and 45 min. Recruitment will be conducted to achieve sufficiency, that is, enough to enable transferability of findings across clinicians and richly answering the research questions and to inform Study 2.[@R30]

### Phase II: video reflexive ethnography {#s2-5-2}

In this phase, two groups of participants: (1) medical staff (including medical students) from: emergency department, medicine and surgery; and (2) patients under the care of these medical staff. Initially, we will recruit at least one medical team from each clinical setting. A medical team usually includes consultants and fellows (n=1--2), registrar (n=1--2), junior doctors and/or interns (n=1--2) and medical students (n=1--2). In sum, between 25 and 50 medical practitioners, with representation from a range of levels, will participate. Then, for each medical team, the research team will recruit up to 10 patients and/or family members seen by the medical team.

### Sampling {#s2-5-3}

The sampling rationale is to be dyadic (eg, junior and senior doctor) and triadic (eg, patient, junior and senior doctor) learning encounters. For each medical team, these learning encounters (informed by our Study 1 interviews) will be sampled purposively, including (1) ward rounds, (2) handovers, (3) teaching of procedural skills, (4) bedside teaching encounters and (5) patient history taking will be videoed. There might be unanticipated spaces where learning encounters occur that will also be included. It is anticipated that at least three of each of these encounters, that is, up to 15 of them will be recorded, as with other VRE studies,[@R31] to present diverse perspectives of these dyadic and triadic learning encounters, to generate rich reflexive discussions.

As it is exploratory and dialogic, VRE is a dynamic and emergent methodology making estimates of sample size difficult.[@R19] Consequently, researchers will use their professional judgement to decide when sufficient examples of learning encounters have been sampled to enable effective reflexive discussions to occur.

### Inclusion criteria {#s2-5-4}

Participants will be over 18 years old, conversant in English, willing and able to give informed consent to participate, and for patients (and/or their substitute decision-makers (SDM) or other family members nominated by the patient), under the care of the clinicians who are willing to participate in phase II of the study.

Recruitment {#s2-6}
-----------

### Phase I: practitioner interviews {#s2-6-1}

The research team will request that clinical directors at the site circulate information to medical consultants and registrars working in emergency department, medicine and surgery settings. Potential participants will be provided with the researchers' contact details and study information. The researchers will contact interested potential participants and inform them about the research procedures, including their consent. Verbal consent will be obtained from participants at the commencement of the interview.

### Phase II: video reflexive ethnography {#s2-6-2}

For medical staff participants, the researchers will first meet with the key medical contacts in the three clinical areas. These key contacts and champions will be provided with a participant information sheet about the study and the researchers' contact details. Their endorsement will be sought. When this has been received, they will be asked to distribute the participant information sheet to their teams and colleagues. Also, permission will be sought to present information about the study (including descriptions about VRE, what is involved and explanation of the consent process) within team meetings. Potential participants will have 1 week to decide if they will participate in the study. For teams agreeing to participate, the researchers will also meet with the nurse unit managers working within the clinical settings where the medical teams work and provide them with study information.

Second, patient participants will be those being treated by the medical team and will be identified by the medical team. Potential patient participants will be approached directly by the field researcher and invited to participate. The research team will invite patients and/or their SDM and/or other family members nominated by the patient to participate in the study. Patient participants who agree to participate will provide either written or audio recorded informed consent. Where clinical staff deem a patient to not have capacity to provide informed consent, the researcher/s will approach the patient's SDM to seek proxy informed consent. The potential participants will have up to 24 hours to decide if they would like to participate in the study. The study will adopt a continuous consent process[@R19] described in detail in the Consent section.

Non-participants who coincidentally present during those observations potentially include other healthcare professionals (eg, nursing or allied health) or other patients. No identifying information will be collected relating to these groups and they will not be the focus of any observations.

Consent {#s2-7}
-------

### Phase I: practitioner interviews {#s2-7-1}

Verbal consent to participate in this study will be obtained prior to the interview which will be audio recorded.

### Phase II: video reflexive ethnography {#s2-7-2}

#### Medical staff {#s2-7-2-1}

Medical staff indicating their interest in participating will be invited to provide written consent at the start of their involvement. However, throughout the data collection period, to ensure informed consent principles are met, the researchers will continue to request verbal consent during the VRE data collection, that is, before any period of observation, after videoing participants and before the reflexive sessions.[@R33]

#### Patients and/or family members {#s2-7-2-2}

On recommendations from medical staff, patients (and/or SDM if the patient cannot consent) and/or family members will be invited to participate in the study and to give consent to having their clinical encounter video recorded and if acceptable, for a researcher to be present. Again, ongoing verbal consent will be requested, that is, before any period of observation or after videoing participants.[@R33]

For both phases, medical and patient participants may withdraw from the study at any time without any consequences. If a participant wishes to withdraw from the study, they are able to complete a revoke consent form. The researchers will then remove them from the study and delete their data. Should any individual who has not consented to participate be recorded, their image will be blurred, and their voice transcript deleted.

Data collection {#s2-8}
---------------

### Phase I: practitioner interviews {#s2-8-1}

One-off, semistructured interviews will be conducted face-to-face and audio recorded. The interview guide (see [online supplementary materials](#SP1){ref-type="supplementary-material"}), informed by interdependent learning theory[@R27] aims to explore clinicians' experiences of facilitating trainees' learning through practice. To enhance the data analyses, interviewers will take journal notes to capture observations and reactions at or just after the time of the interviews about their role and influence during the interviews.[@R34] Interviews will be deidentified and data professionally transcribed.
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### Phase II: video reflexive ethnography {#s2-8-2}

Data in phase II will be gathered by two clinically-informed research team members whose role will include 'clinalyst',[@R36] that is, an 'outsider-analyst-catalyst' (p176). They also work in the study hospital as a research fellow and research officer, thus could be considered as insiders, yet do not work day to day with clinical staff, so will also have outsider perspectives to catalyse insiders' knowledge through sharing videos and promoting reflection on practice.[@R36]

VRE data collection will occur in three clinical settings---emergency department; medicine and surgery---and be conducted in three sequential stages: (1) field observations; (2) video recording; (3) reflexive sessions. This data collection will coincide with clinical activities and as guided and advised by the lead medical practitioner. It is anticipated that each VRE cycle will take between 3 and 4 months.

#### Field observations {#s2-8-2-1}

The researchers will engage in general ethnographic observations prior to video data collection to build trust between the researcher and participants and to identify teachable interactions and moments.[@R22] The field researchers will shadow the medical team as they engage in their day to day activities observing dyadic and triadic interactions. These researchers will generate field notes about the types of interactions occurring, when they occur, in what setting and timeframes for interactions and will be coded and discussed with the research team. These observations, combined with findings from Study 1 interviews, will assist the researchers to understand the field of study and areas of focus for the video recordings while building informant rapport.

#### Video recording {#s2-8-2-2}

Once the medical teams and patients agree for their activities to be videoed, the recording phase will begin. Based on other VRE studies,[@R20] this timeframe can vary between a few days to weeks, yet is dependent on when the team and patients agree that the video recordings can commence. As noted above, it is anticipated that at least 15 episodes of dyadic and/or triadic encounters will be recorded and is likely to take several days, again, based on other VRE studies, but these are only estimates.[@R20]

#### Reflexive sessions {#s2-8-2-3}

The researchers will select recorded sections illustrating dyadic and triadic interactions observed in phase II. The selection of the video clips will be based on the following criteria (informed by Iedema *et al* [@R19]): level of detail; clear visibility; day-to-day or exceptional examples of enriching learning; diversity of learning activities. Also, ethical judgement will guide clip selection to ensure inappropriate or problematic clips, such as, existing tensions or dynamics within the team are not used and before sharing clips, individuals who are in the clips will be asked to approve their sharing.[@R20]

During the reflexive sessions, participants will be shown three to four short video clips between 2 and 4 min, as in other VRE studies in hospital settings.[@R20] It is anticipated that these sessions will last between 60 and 90 min and be audio recorded and transcribed. Where there are issues related to power or hierarchy, the researchers will offer separate reflexive sessions. For example, the medical students and junior doctors may be offered separate reflexive sessions to alleviate potential concerns about power. See [online supplementary materials](#SP1){ref-type="supplementary-material"} for an overview of the reflexive session structure and questions.

Data management {#s2-9}
---------------

All data, transcripts and videos, will be stored electronically on a secure shared drive that is subject to institutional requirements for data security. Paper documents will be stored in a locked cabinet. Data will be stored for a minimum of 5 years after publication of project findings and then all data obtained through this study will be destroyed, for example, permanent deletion of any electronic data files or audiotapes. Any hard copy material will be shredded and disposed of in the confidential waste system.

Data analysis {#s2-10}
-------------

### Phase I: practitioner interviews {#s2-10-1}

The data analysis will follow the framework method described by Ritchie and Spencer[@R42] and will be conducted in five stages: (1) familiarisation; (2) identifying a thematic framework (informed by interdependent learning theory); (3) indexing; (4) charting and (5) mapping and interpretation. Practically, interviews will be transcribed and uploaded to NVivo and research teams will each read the transcripts to identify participants' interpretations and constructs.[@R43] To identify a thematic coding framework, a subset of the transcripts will be reviewed in-depth and coded. Based on this subset coding, a preliminary coding framework will be developed through discussion among the research team while being informed by our theoretical framework of relational interdependence.[@R27] The entire dataset will be coded using the team-negotiated framework. Through this process, codes will be grouped into subthemes and similar codes collapsed which will be further elaborated and their relationships clarified by reading and rereading all data. The findings from each interview will then be compared across the interviews, focusing on areas of consensus and difference, with these findings providing evidence for strategies to enrich learning through practice while balancing clinical commitments. Key to qualitative analyses are the discussions and meaning making within the team whose members possess distinct theoretical and methodological perspectives. The team comprises: two health professions education researchers with backgrounds in hospital pharmacy (CN) and physiotherapy (RA), respectively; a medical education researcher/consultant psychiatrist (AT); a workplace learning researcher with extensive experience in healthcare education research (SB); and a research trainee with a social work background (JH).

### Phase II: video reflexive ethnography {#s2-10-2}

Data will take the form of field notes, and audio and video recordings. First, the research team will edit footage into narrative governed scenes deemed to be representative, based on their observations, of common learning through practice episodes including dyadic and triadic interactions. Footage will be edited using iMovie and segments selected according to these common practices and shown at reflexive feedback sessions for further critique and analysis by the participants and researchers. In this way, visual material reflexively viewed by participants produces a further layer of knowledge of how learning is enriched through practice. Moreover, this approach aligns to our theoretical framework, relational interdependent learning theory,[@R27] whereby both individual engagement and cognition is being explored in relationship to the social suggestions of clinical practice. In keeping with VRE, the reflexive meetings form the basis of the data analysis focusing on the participants' reflections and meanings, and the research team, given to images in different contexts and examining how visual content is informed by the subjectivities and intentions of the individuals involved.

Based on VRE methodology, field notes and audio recordings from the reflexive sessions will be analysed to identify how medical learning through practice in hospital settings is being enriched by facilitating meaningful dyadic and triadic engagement and collaborations. This data analysis will follow the framework method[@R42] that comprises the five stages described above. This analytical approach has been using in other VRE studies.[@R23] The analysis informed by our theoretical framework---will focus on the interplay between the learners' agency (ie, how they choose to engage with activities and interactions) and the learning affordances (ie, day-to-day clinical practice).

### Limitations {#s2-10-3}

There are potential limitations with this study design. First, the study will be conducted in a single hospital; however, three discrete settings will be investigated thus likely to provide an enhanced degree of transferability. Second, we are focusing phase I interviews on senior clinicians to identify strategies being used to enrich learning through practice. These strategies will inform sampling for phase II where trainee and patient experiences and insights will be included. Third, concerns might be raised about the Hawthorne effect, that is, the effect where participants alter their behaviour when being observed. However, considerable evidence suggests that this effect in observational research is small.[@R45] Indeed, other VRE studies have found that the effect is small and short-lived.[@R20] This is because it is challenging for practitioners to sustain modified behaviour to which they have been habituated. A formal evaluation of the VRE method found that participants became accustomed to the researcher presence and ignored the camera.[@R47] Moreover, the practical and far reaching benefits of observing one's own practice go beyond concerns about the Hawthorne effect.[@R20]

Outcomes {#s2-11}
--------

Given the transformative nature of VRE, the study's key outcome is expected to be improved learning through practice within triadic interactions. The proposed research aims to generate the following outcomes.

### Enrich learning through practice and contribute to improved medical students' and junior doctors' learning and patient outcomes {#s2-11-1}

Learning through practice, when guided by experts, is a key pedagogical practice in healthcare. Effective supervision develops competent medical trainees, who are central to safe and effective healthcare, while improving learning and patient outcomes.[@R48] Improved efficiency for medical staff will be realised through aligning patient care with effective workplace learning by privileging the triadic relationship. Moreover, improving learning through practice contributes to enhanced medical trainee work satisfaction, trainee well-being and improved retention.[@R49] Lastly, VRE will create an opportunity for clinicians and trainees to reflect on their own practice and the taken for granted tensions related to learning through practice.

### Contribute to new knowledge about how practitioners enrich learning through clinical practice {#s2-11-2}

VRE methodology can bring changes practice through both empowering staff and highlighting effective learning approaches through clinical work. Strategies and guidelines, coproduced with the researchers, will likely influence practice in more effective and credible ways that foreground voices often not heard in supervisor development programme. In particular, strategies for balancing care while facilitating learning will be identified.

### Contextualise workplace learning principles {#s2-11-3}

It is anticipated that by applying relational interdependent learning theory to VRE methodology we will meaningfully contextualise the principles of workplace learning for clinicians. This will enable clinicians to consider workaround strategies when experiencing the tensions balancing patient care and supporting trainee learning. To date, these strategies have largely been based on self-reported data.

### Patient benefits {#s2-11-4}

By including, illuminating and examining the patient experience of engaging in triadic learning interactions about, practical strategies for and insights can be gained on how patients may engage in these interactions to support their learning about their care. This is important because the exclusion of patients in medical education research has been identified as a missed opportunity to make essential contributions to better preparing clinicians for ever-changing patient needs.[@R50]

Knowledge translation {#s2-12}
---------------------

First, research practice gaps often exist. Despite the importance of effective learning through practice to doctor capability and patient outcomes, evidence-based guidelines informing this practice are sparse and/or tend to focus on teacher-lead/educational opportunities.[@R7] This study will identify the key features and factors influencing learning through practice and will inform a tailored, theory-informed intervention. Second, VRE is recognised as both a research and practice development methodology.[@R51] Thus, the knowledge will be co-produced between researchers and participants[@R52] and through these interactions contributing to the remaking of learning through practice culture.[@R53] Finally, our findings will enable us to construct learning vignettes to support clinicians' and trainees' development about more effectively engaging in learning through practice.

Policy contributions {#s2-13}
--------------------

Evidence is lacking to inform policy addressing effective learning through clinical practice. This research will provide much needed guidance for healthcare organisations to support effective learning through day-to-day work activities.

Ethics and dissemination {#s3}
========================

We received ethical approval from Gold Coast Health for phase I (HREC/18/QGC/32) on 23rd February 2018 and phase II (HREC/18//QGC/131) on 5th June 2018 and site-specific management and approval for phase I (SSA/18/QGC/97) on 20 April 2018 and phase II (SSA/18/QGC/133) on 17 July 2018. Because the study will involve medical students, we also received full ethics approval from Griffith University (2018/854) on 11 November 2018. Findings will be disseminated across the project phases and in distinct ways to diverse audiences---locally, nationally and internationally. Combination of seminars, conference presentations and academic papers will be used to articulate practical, theoretical and methodological findings.

Glossary {#s3-1}
--------

### Affordances {#s3-1-1}

The invitational qualities of a workplace for learning.[@R54]

### Continuous professional development (CPD) {#s3-1-2}

The learning activities professionals engage in to develop and enhance their abilities. It enables learning to become conscious and proactive, rather than passive and reactive'.[@R7]

### Reflexive sessions {#s3-1-3}

Sessions where selected video footage are played back to participants 'to allow them to view their own practices from a different perspective' (p58).[@R19]

### Video reflexive ethnography {#s3-1-4}

'A method that combines ethnography (the observation and analysis of practice) with the use of video as a learning tool. This method gives front-line staff the opportunity to reflect on their everyday practices, using video footage of those practices' (p58).[@R19]
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======================
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